Many deceased donor factors determine utility of procured organs. In addition to the large dose of intravenous heparin usually given prior to aortic cross-clamp, kidneys are flushed with heparinized solution pre-implantation. In a donor with heparin induced thrombocytopenia (HIT), these exposures may lead to microthrombi, which may be a reason to refuse a kidney offer. We present a case of successful renal transplantation of a highly sensitized patient from a donor with HIT and microthrombi on biopsy.
Introduction
There are scattered references in the literature to deceased donors receiving heparin substitutes in the case of known heparin induced thrombocytopenia (HIT) [1] [2] [3] . It is also clear that microthrombi on a pre-implantation biopsy may be a reason to refuse a kidney offer [4] . We present here a case where a deceased donor received heparin despite HIT, and the kidney was transplanted with good results despite microthrombi on biopsy.
Case Report
The donor was a 58-year-old woman who died of thrombotic complications from established HIT (extensive aortic thrombus, femoral & pulmonary emboli, & cerebral infarct). Per local procurement protocol, she received 30,000 units heparin intravenously prior to aortic cross-clamp and perfusion. Frozen section of the right kidney demonstrated a single arterial thrombus. Permanent section (Fig. 1 ) later revealed multiple arterial and glomerular capillary thrombi.
The recipient is a 70-year-old woman with renal failure due to focal and segmental glomerulosclerosis, on dialysis for 5 years, with negative cytotoxic and flow crossmatches. Because of her sensitization history (100% panel reactive antibody, 47 unacceptable antigens), she received plasmapheresis and intravenous immunoglobulin in addition to routine induction immunosuppression. Also in view of her sensitization history, we accepted this donor kidney despite the thrombus. The kidney worked immediately, and transplant function at two years is excellent (creatinine 1.3 mg/dL). from donors who received argatroban which were successfully transplanted without complications [1] . A second case reports re-use of a liver allograft from an original recipient who developed HIT and received lepirudin at procurement, with no noted sequelae in the second recipient [2] . Yet another case details a significant coagulapathy in a liver recipient, attributed to the large argatroban bolus the donor received, but no coagulopathies in the other organ recipients from that donor [3] .
Discussion
An abstract presented in 1978 which demonstrated a 33% graft failure rate in kidneys with microthrombi resulted in many transplant centers avoiding kidneys with microthrombi on biopsy [5] . Because this is so universally accepted, it is not well detailed in the literature. A few small studies detail use of kidneys from donors with disseminated intravascular coagulation (DIC) and glomerular microthrombi, reporting no impact on graft function [6] [7] [8] . One center treated kidneys with microthrombi with tPA prior to implantation and yielded initial good results [9] . Another case report describes successful use of the kidneys from a donor with DIC associated with self-limited initial DIC in both recipients [10] .
In conclusion, consideration should be given to use of heparin alternates during procurement in HIT donors, although which is preferable or the ideal dose have yet to be determined. In addition, presence of microthrombi on renal biopsy may not be a contraindication to transplantation, especially for sensitized recipients.
